Objectives: This paper considers the impact of having a diagnosis of substance use disorder on the utilisation of compulsory orders under the Victorian Mental Health Act (2014). Methods: We analysed the subsequent treatment episodes over 2 years of people who had been on a community treatment order for at least 3 months and determined the odds of a further treatment order if there was a diagnosis of substance use at or about the time the index community treatment order ended. Results: An additional diagnosis of a substance use disorder was coded in 47.7% and was associated with significantly increased odds of a subsequent treatment order in the following 2 years for those with a main diagnosis of schizophrenia (AOR = 3.03, p<0.001) and 'other' disorders (AOR = 11.60, p=0.002). Those with a main diagnosis of mood disorder had a significant increase in odds for an inpatient treatment order if there was an additional substance use disorder diagnosis (AOR = 3.81, p=0.006).
C ommunity treatment orders (CTO) are widely used, especially in Victoria. 1 However, there has been limited research on the impact of variables such as comorbid substance use on the effectiveness or otherwise of compulsory care in the community. A recent systematic review and meta-analysis highlighted the complexity of assessing effectiveness of interventions. The authors commented that further work continues to be needed to understand why people do not engage with services, and to promote better community care. 2 A significant number of persons who present with mental illness have comorbid problems of substance misuse, often with a negative impact on the mental illness in terms of relapse and severity. 3, 4 In this paper we consider the effect of having an additional diagnosis of substance use disorder (SUD) on the subsequent use of state-funded mental health services. We used the term SUD to cover the Mental and Behavioural Disorders Due to Psychoactive Substance Use (F10-F19) in ICD-10. 5
Methods

Study design
A data set was obtained from the Victorian Department of Health and Human Services (DHHS). This identified all those who had been on a CTO of at least 3 months duration at December 2014 and their subsequent service utilisation over 2 years. We selected the primary diagnosis code in the ICD-10 Mental and Behavioural Disorders Due to Psychoactive Substance Misuse closest to the time when the index CTO ended.
Data sources
The DHHS Victoria administers the Client Management Interface/Operational Data Store (CMI/ODS) system that records all contacts with state-funded mental health services. The data set included demographic details, treatment episodes and the main psychiatric diagnosis as well as additional diagnoses including SUD (and the substance(s) used). The main diagnosis was defined as the diagnosis given at the time of discharge from the index CTO.
Sample
The data set reviewed included 1297 patients who had been on a CTO for >3 months under the Victorian Mental Health Act (2014) (MHA). 6 Diagnoses of these patients were recorded against ICD-10 codes. Druginduced psychosis was included with other psychoses.
Statistical analysis
We conducted three separate time to event analyses looking at factors associated with the time to first: (a) treatment order; (b) community treatment order; and (c) inpatient admission following the conclusion of the patient's index order. A negative binomial regression was conducted in order to assess factors associated with the duration of subsequent orders after the conclusion of the index order.
All analyses were undertaken in Stata version 15.1. 
Results
An additional diagnosis in the F10-F19 codes (Mental and Behavioural Disorders Due to Psychoactive Substance Use) was recorded in 507 (39.1%) of patients during the period of the study, with a further 112 (8.6%) having SUD as the most recent diagnosis after the end of the index CTO. That is, significant substance use was recorded in 47.7%. The F1 ICD codes and impact of use are shown in Tables 1 and 2 . Alcohol, cannabinoids, stimulants and tobacco were most commonly used -singly or in combination. In the majority, the ICD codes indicated that the use reached threshold for harmful use or dependence (93%). Table 3 shows the distribution of those with and without a SUD and subsequent treatment orders. An additional diagnosis of a SUD significantly increased the odds of a subsequent treatment order in the following 2 years for those with a diagnosis of schizophrenia (AOR = 3.03, p<0.001) and 'other' disorders (AOR = 11.60, p=0.002) but not for mood disorders (AOR = 1.95, p=0.178) ( Table 4 ). This finding related especially to CTOs. There was also a significant increase in odds of inpatient admission for those with a diagnosis of a mood disorder with an additional SUD diagnosis compared to those without (AOR = 3.81, p=0.006). The adjusted Cox regression showed that those with a comorbid SUD were likely to be placed under an order sooner than those without. This was especially noticeable for CTOs made for patients with schizophrenia and substance use (Table 5) .
Those with an additional diagnosis of SUD were not found to have a longer duration of treatment order when controlling for age, sex, index order discharge mode, practice location, primary diagnosis and time spent on index order.
Discussion
Substance misuse in psychotic illnesses is common [8] [9] [10] and is associated with greater risk of relapse and of violence. 11 There is a greater likelihood of aggressive behav- 12 and a recent study found that methamphetamine use was associated with a greater likelihood of restrictive interventions such as seclusion and restraint. 13 In our study, approximately 40% of those who had been on a CTO for at least 3 months had an additional diagnosis of at least one SUD coded, and needed the provisions of the MHA more often and sooner than those who did not. This is likely to reflect the greater risk of relapse and of behaviour leading to increased risk of harm to others.
There was a difference in the use of CTO and inpatient treatment orders between those who suffered mood disorder, and those with schizophrenia. We found that those with a diagnosis of mood disorder were more likely to require inpatient care; possibly because they are more imminently at risk of harm to self or others and require more urgent and intensive intervention, as opposed to re-stabilisation on treatment, which could occur in the community.
An important consideration with respect to our findings is the current disjunction between drug and alcohol services and clinical mental health services. The lack of clinically led alcohol and drug (AOD) services and the means to compel those who use drugs at harmful levels to accept treatment or remain abstinent has resulted in many AOD services being reluctant to provide services to those with mental illness. This means that for people who have a dual diagnosis and who are reluctant to engage in treatment, it is more likely that they will present to mental health services -often requiring treatment under the MHA, even though the exacerbation of symptoms may be directly related to substance misuse.
One criticism of CTOs has been that they reflect a more medical or biological model of care, rather than addressing some of the other associations of both substance misuse and severe mental illness, such as social isolation, contact with the criminal justice system, poverty and inadequate accommodation. 14, 15 This less than holistic approach is especially likely to occur in the context of constrained mental health services. 16, 17 Our findings support the conclusions reached by Barnett et al. that we should focus more on enhancing the quality of community care to strengthen engagement, 2 in order to reduce the risk of return to harmful substance use and associated relapse of mental illness. In particular, there should be greater integration between mental health and drug and alcohol services with capacity to provide treatment for both types of disorders during the period under the MHA. Such integration would also support more holistic care.
